In an attempt to clarify this a retrospective study has been made of such cases treated at the Christie Hospital. They are divided into two groups: (1) Carcinomas of the parotid (excluding adenocystic carcinoma). (2) Adenocystic carcinomas of all salivary glands and ectopic sites. In both, primary control only has been assessed. Group 1: Of 79 cases of carcinoma of the parotid, 49 (18 recurrences after previous surgery, and 31 having had biopsy only) were considered inoperable on referral. Radical radiotherapy was attempted in 19; primary controllong term or until deathwas achieved in 9 cases and a further 4 cases obtained complete resolution for over four years before recurrence. Simple palliative radiotherapy to the remainder achieved very little.
The remaining 30 cases (6 having recurred after previous surgery) were considered suitable for surgery. Of these, 11 cases were rated postoperatively as potentiallyclear (6 had prophylactic radiotherapy); 7 cases are well at five to eighteen years, and in the remaining 4 cases the primary site was clear at time of death. The other 19 cases were rated post-operatively as residual by the surgeon or the pathologist. All had radical radiotherapy; 10 patients are well at six to fourteen years; in 7 cases the primary site remained clear at time of death; in 2 cases only did the primary recur before death.
Both the small but real salvage from the inoperable group and the results of radiotherapy in the post-operative residual group suggest that radiotherapy makes a very real contribution in the management of these tumours. Group 2: 94 cases of adenocystic carcinoma have been studied. The considerable variation in natural history of these tumours and changes in radiotherapeutic technique over the period under review have made comparison impossible. The management of each case has been illustrated graphically by Stewart et al. (1968) .
The lack of strict comparability prevents the drawing of absolute conclusions regarding the relative merits of surgery versus radiotherapy but the evidence presented by Stewart et al. shows:
(1) This tumour is radiosensitive and long-term primary control can be and is achieved by radiotherapy.
(2) Although surgery alone may be successful in accessible sites the overall picture is disappointingnotably so in the parotid. (3) Although a combined attack has been adopted in only a small number of cases, this has been relatively successful and may prove to be the optimum approach.
[For a full account of this paper see Stewart et al. (1968) Diffuse pulmonary granulo-fibrosis (DPGF) is a histopathological term, so, without pulmonary biopsy or autopsy material, the diagnosis has to be made by inference from clinical and radiological evidence sometimes supplemented by studies of pulmonary function.
Encouragement to establish an oetiological diagnosis was provided by two case histories. In each, the histological diagnosis was superseded;
one was shown to have asbestosis, the other aluminium fibrosis of the lungs. The latter patient presented in 1953, at a time when the diagnosis of idiopathic DPGFthen synonymous with Hamman-Rich disease (Hamman & Rich 1944 )was unfamiliar to the generality of doctors and, even among the sophisticated, regarded as very rare. In 1952 Callaghan et al. could find only 16 cases and asserted that the diagnosis had never been established before death. By 1951 Cournand's school were using the term 'alveolarcapillary block' to describe a syndrome whose most remarkable feature was arterial oxygen desaturation, especially after exercise, and showed that it corresponded with a morbid histology of DPGF (Austrian et al. 1951 ). They reported a variety of causes, for example sarcoidosis, asbestosis and scleroderma. It was Ellman & Ball (1948) who first drew attention to DPGF in rheumatoid arthritis; by 1963 Brian Locke was able to give a comprehensive account of the radiology of this disease. In 1964 Stretton & Leeming reported 2 patients with DPGF without any clinical manifestations of rheumatoid arthritis but whose serum gave positive reactions to the sheep cell agglutination tests. Advanced immunological techniques have helped to establish the ielationship with collaginosis (Turner-Warwick 1967). By 1955 Siltzbach had shown that burnt out sarcoidosis was a fairly common cause of DPGF.
In 1960 Scadding drew attention to the more chronic forms of the disease and they proved to be the commoner. Livingstone et al. (1964) , for example, reported 45 histologically proven cases of whom only 10 died within one year. In 1964 Scadding focused attention on the essential pathology with the term 'fibrosing alveolitis'. In 1965 Liebow et al. described 'desquamative interstitial pneumonia'. Scadding & Hinson (1967) showed that the degree of thickening of the alveolar walls was correlated inversely with the number of mononuclear cells in the alveolar spaces: thick alveolar walls with scanty intraalveolar cells they called the 'mural' type and the converse the 'desquamative' type, which is probably identical with Liebow's 'desquamative interstitial pneumonia'. This latter type is the more likely to derive benefit from treatment with steroids.
Constitutional predisposition to DPGF was quoted and examples shown including a subject with Marfan's syndrome who died of asbestosis after a minimal exposure.
Examples of acute and chronic farmer's lung (Fuller 1953) were shown, the latter presenting as DPGF, the aetiology being exposed by a positive precipitin test and the response to treatment. Precipitin tests developed in this country by Pepys & Jenkins (1965) had revealed a whole new category of diseases, of which farmer's lung was the prototype. They had been named extrinsic allergic alveolitis.
DPGF should never be accepted as a definitive diagnosis until appropriate clinical methods have been applied to try and find the cause. This contribution was a demonstration of the radiological appearances seen in diffuse pulmonary fibrosis.
Practical points described concerning radiographic technique included an additional PA film in the female with heavy breast shadows. An 'uplift' projection, with the patient elevating her breasts with her hands, enables a clear view to be obtained of the costophrenic angles. This is a common site for pulmonary lesions especially in cases of scleroderma. High kV films taken during Muller and Valsalva efforts provide valuable information regarding the shape and calibre of the intrathoracic trachea.
The characteristic radiological patterns described by Livingstone et al. (1964) were illustrated on plain radiographs and the appearances during bronchography and pulmonary angiography were also shown.
The radiological picture is a rather nonspecific one, showing a combination of pulmonary opacities and stretching and straightening of the normal vascular pattern with lateral traction of the hilar shadows and elevation of both diaphragms.
Early abnormalities can only be recognized by a careful comparison with previous chest radiographs of the same patient and the importance of searching for, and obtaining, previous films cannot be over-emphasized. These are the most valuable 'yardstick' for critical examination.
The picture of extrinsic allergic alveolitis is also variable but the usual appearance is that of a nodular shadowing, from 'pin-point' to 2 mm in diameter, the distribution usually basal and symmetrical. The acute condition resolves radiologically fairly quickly, after improvement in the clinical symptoms, but a chronic insidious variety may show a 'honeycomb' pattern.
Radiological examples of these appearances were shown, including that of a man of 52 who was first seen during routine MMR chest radio-
